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Age-Related Concomitants of Obtaining
Mental Health Care in Adulthood
Erin L. Woodhead, PhD; Ruth Cronkite, PhD; Rudolf Moos, PhD; Helen Valenstein, BA;
Christine Timko, PhD

Objective: To examine the associations
between predisposing and need factors
and receipt of mental health care and
to examine age as a moderator of these
associations.
Methods:
Participants
(N=521) were surveyed as part of a larger study on health and adaptation. Results: Obtaining mental health care was
predicted by more reliance on approach
coping, and more depressive and medical
symptoms. Interactions of age x depres-

O

lder people have low rates of obtaining men
tal health care. For example, use of psycho
therapy during a depressive episode was only
12% for adults between ages 65 and 69 and only
6.6% among adults over age 80.1 Another study re
ported the rate of mental health care as 6.7% for
people over age 65, which was significantly low
er than rates for both younger and middle-aged
adults.2 Because of the low rate of obtaining men
tal health care among older adults, it is important
to better understand how age interacts with other
factors hypothesized to increase or decrease use of
mental health services. Andersen’s Behavioral Mod
el of Health Services Use has been used to under
stand why individuals do or do not access health
care.3 This model conceptualizes predisposing and
need factors as 2 key sets of determinants of obtain
ing care. The goals of the current study were to de
termine associations between these 2 sets of deter
minants and obtaining mental health care among
community-based middle-aged and older adults,
and whether age moderated these associations.
Predisposing and Need Factors in Obtaining
Mental Health Care
Multiple predisposing and need factors are asso
ciated with obtaining mental health care.4,5 PredisErin L. Woodhead, VA Palo Alto GRECC, Palo Alto, CA. Ruth
Cronkite, Rudolf Moos, and Christine Timko, VA Palo Alto
Center for Health Care Evaluation and Stanford University,
Menlo Park, CA. Helen Valenstein, University of Washington
Department of Psychology, Seattle, WA.
Correspondence Dr Woodhead; Erin.Woodhead@sjsu.edu

Am J Health Behav.™ 2013;37(2):269-276

sive symptoms and age x gender revealed
that middle-aged adults with more depressive symptoms and middle-aged men
were less likely to obtain care. Conclusions: Middle-aged men and middle-aged
adults with depression may not be obtaining needed mental health care.
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posing factors may trigger or facilitate use of men
tal health services; in the current study, they in
clude demographics, life stressors, social support,
and coping strategies. Need factors reflect a need
for services that should increase the likelihood of
obtaining care; in the current study, they include
poorer physical and mental health.3,6
There is some evidence that demographic pre
disposing factors are associated with obtaining
mental health care. In this respect, women and
Caucasian adults are more likely to obtain mental
health services, whereas older adults and AfricanAmerican adults are less likely to obtain such ser
vices.7-11 Use of mental health services also tends
to be higher among unmarried individuals and
those with more education and income.12
Social support, life stressors, and coping strat
egies are predisposing factors that may also en
able or impede the use of mental health services.
Generally, larger social networks and more social
support are associated with less use of mental
health services. For example, among individuals
with depression, those with broader social support
were less likely to obtain mental health care.8,13 In
dividuals with more social support may not obtain
mental health care as frequently as those with low
levels of social support due to receiving more in
formal support from friends and family members.6
Thus, smaller networks and less support appear
to be predisposing factors for use of mental health
services.
Negative life events predispose toward more
use of mental health services in adults,6,14,15 pos
sibly because individuals are trying to seek relief
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from the resulting emotional distress. Individu
als who use more approach coping strategies and
less avoidance coping tend to be more assertive
and persistent, which may mobilize the individual
to analyze the problem and take action to try to
resolve it and/or get needed help.16,17 Approach
coping is characterized by problem-solving, in
formation-seeking, and a proactive approach to
problems, whereas avoidance coping is character
ized by accepting a problem, resigning oneself to
it and/or venting one’s emotions. Therefore, more
use of approach coping and more negative life
events may predispose individuals to obtain men
tal health services.
Need factors are symptoms that may affect
health status and need for medical and/or mental
health care. Increased psychological distress is as
sociated with increased use of mental health ser
vices,18,19 as is the onset of a new health problem.14
Additionally, individuals with mood disorders, par
ticularly those with major depressive disorder, are
more likely to obtain mental health care compared
to those with other psychiatric disorders.20 Indi
viduals with diagnosed mood disorders and those
with more physical and mental health symptoms
may have a higher need for treatment due to their
high level of distress.
Age as Moderator of Associations Between
Predisposing and Need Factors and Mental
Health Care
Predisposing and need factors are associated
with obtaining mental health care, but there is lim
ited research on whether the association between
these factors and obtaining mental health care
varies with age. Older adults experience changes
in predisposing and need factors, which may im
pact the strength of the association between these
factors and obtaining mental health care. For ex
ample, younger adults are more likely to experi
ence more severe depression and to be diagnosed
with a depressive disorder than older adults are.21
Increased severity of depression is associated with
use of mental health services; therefore, the as
sociation between depression and obtaining men
tal health care may be significant for younger but
not older adults. Additionally, more social support
has been associated with less use of mental health
services.13 Older adults tend to report fewer social
contacts than other age groups do,22 suggesting
that the association between social support and
obtaining mental health may be significant for old
er but not younger adults. The existing research
on predisposing and need factors associated with
obtaining mental health care has yet to examine
the interaction of age with these factors.
Overview of the Present Study
Understanding the predisposing and need fac
tors associated with community-based adults
obtaining mental health services, and how these
factors vary by age, will help researchers and clini
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cians facilitate use of mental health services in the
context of life stage. The Andersen model of health
services use provides a framework for examining
these factors.3 Given the low rates of mental health
services use among older adults, it is particularly
important to understand the association between
predisposing and need factors and obtaining men
tal health care among older adults.1,2 In light of re
search suggesting that predisposing and need fac
tors are associated with obtaining mental health
care, and that these factors are associated with
age, age was hypothesized as a moderator of the
association between predisposing and need factors
and obtaining mental health care.
METHOD
Participants
The sample consisted of 521 community-re
siding adults in the San Francisco Bay Area who
were part of a study focused on health and ad
aptation.23 Questionnaires and informed consent
documents were mailed to 621 study participants;
the response rate was 80%. Participants returned
signed informed consents with their questionnaire
responses. Data collection and set-up was com
pleted in 2008, while follow-up on vital statistics
is ongoing.
Measures
Obtaining mental health care. The primary
outcome was use of mental health care in the prior
year (0 = no, 1 = yes). It was based on care from
8 types of providers: medical doctor, psychiatrist,
psychologist/social worker, spiritual counselor,
nurse, marriage/family counselor, self-help group,
and an “other” category. Participants were asked
whether they had seen any of these types of provid
ers for personal or emotional problems.
Predisposing factors. Participants completed
the Health and Daily Living Form (HDL)24 to assess
social support, and negative life events. The HDL is
a structured assessment for patient and commu
nity groups that measures health-related factors,
social functioning, and life stressors. The HDL has
good reliability, stability, and convergent and pre
dictive validity.25,26
Social support was measured with 2 compos
ite scores. Number of social contacts in the past
month was comprised of the sum of 5 items (eg,
number of visits with friends and relatives). Higher
scores indicate more social contacts in the past
month. Intensity of social ties was comprised of the
mean of 2 items assessing number of close friends,
and number of people the participant could count
on for real help.
Negative life events in the past year were as
sessed with yes/no responses to 15 life events (eg,
death of a close friend, trouble with superiors at
work). Participants received a score of ‘1’ for each
negative life event they endorsed having occurred
in the past year.
Coping strategies. An adaptation of the Coping
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Table 1
Sample Characteristics and Values
of the Predisposing and
Need Factors (N=482)
Variable

%

Table 2
Partial Correlations of Predisposing
and Need Factors with Obtaining
Mental Health Care (N=482)

Mean (SD; Range)

Obtained Mental
Health Care

Demographic Factors
Female

61.6

Demographic Factors

White

86.1

Gender (1=Female)

.12**

Married/partnered

53.1

Race

-.01

Employed

58.5

Marital status

-.06

Age (years)

56.42 (10.71; 39 – 89)

Age

-.10*

Education (years)

15.03 (3.02; 6 – 27)

Education

.01

Predisposing Factors

Predisposing Factors

# Social contacts in last
month

12.75 (11.46; 0 – 84)

Intensity of social ties

5.64 (6.58; 0 – 61.5)

Negative life events

1.38 (1.61; 0 – 9)

Approach coping

37.99 (11.89; 0 – 64)

Avoidance coping

3.96 (3.15; 0 – 16)

# Contacts in last month

.01

Intensity of social ties

.01

Negative life events

.20***

Approach coping

.17***

Avoidance coping

.27***

Need Factors

Need Factors
Depressive symptoms

13.62 (5.22; 0 – 26)

Depression Severity

.31***

Medical symptoms

2.88 (2.80; 0 – 12)

Medical Symptoms

.30***

*p < .05, **p < .01, *** p < .001

Responses Inventory27 was used to assess coping
strategies. The CRI has good reliability, stability,
and convergent and predictive validity.28 Partici
pants were asked to think of an important prob
lem or stressful situation in the past year, and to
indicate the coping strategies they used to handle
the problem on a 4-point scale (1=never, 2=once
or twice, 3=sometimes, 4=fairly often). Two coping
composites were used: approach coping (24 items;
“made a plan of action;” alpha = .83), and avoid
ance coping (8 items; “avoided people;” alpha =
.52), with higher scores indicating more frequent
use of approach and avoidance coping. Coping
scales tend to show modest internal consistency,
potentially because endorsing one type of coping
strategy may reduce the likelihood that other cop
ing strategies will be endorsed within the same cat
egory, particularly when response frequencies are
low.29
Need factors. Depression was assessed with
the PHQ-9, which is a reliable and valid mea
sure of depressive symptoms.30 The PHQ-9 as
sesses 9 symptoms of depression (eg, little inter
est or pleasure in doing things) on a 4-point scale
(1=not at all, 2=several days, 3=more than half the
days, 4=nearly every day). These responses were
summed with higher scores indicating more de
pression symptoms (alpha = .89).
The HDL24 was used to assess medical symptoms
via a list of 12 somatic symptoms (eg, headaches).

Am J Health Behav.™ 2013;37(2):269-276

Note.
Partial correlations controlled for employment status (0 =
unemployed, 1 = employed full or part time). Gender coded as
0 = male, 1 = female. Race coded as 0 = white, 1 = non-white.
Marital status coded as 0 = not currently married/partnered,
1 = currently married/partnered.

Participants were asked to endorse whether or not
they had experienced these symptoms in the past
year. Responses were summed, with higher scores
indicating more somatic symptoms.
Analysis Plan
First Pearson and point biserial partial correla
tions were used to examine whether predisposing
and need factors were associated with obtaining
mental health care in the past year. Employment
status was not significantly associated with ob
taining mental health care (r = -.07; p > .05); nev
ertheless, it was controlled for in all analyses as
a proxy for health insurance coverage, assuming
that employed participants had health insurance.
The remaining variables that were significantly
correlated with receiving mental health care were
entered as independent variables in a logistic re
gression. In the logistic regression, employment
status was entered in Block 1 as a control variable.
Predisposing and need factors were entered in
Block 2. Interactions (age by each predictor) were
entered in Block 3 in separate logistic regressions
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Table 3
Logistic Regression for Obtaining Mental Health Care (N=482)
Variable

B

Exp (B)

95% CI

-.298

.742

.515 to 1.069

Gender

.358

1.431

.940 to 2.176

Age

.006

1.006

.985 to 1.028

Negative life events

.129

1.138

.995 to 1.301

Block 1
Employment status
Block 2

Approach coping

.022

1.023*

1.005 to 1.041

Avoidance coping

.053

1.054

.974 to 1.141

Depression severity

.084

1.087**

1.027 to 1.151

Medical symptoms

.114

1.121*

1.020 to 1.232

Age x depression severity

.002

1.002*

1.000 to 1.003

Age x gender

-.083

.921***

.883 to .960

Block 3

*p < .05, **p < .01, *** p < .001

(one interaction term entered at a time). The final
multivariate logistic regression model includes em
ployment status in Block 1, predisposing and need
factors in Block 2, and significant interactions in
Block 3. Interaction terms were entered in the final
model if they were significant when entered into
the separate logistic regressions. All independent
variables were centered at their mean. All data
analyses were completed with IBM SPSS 18, using
an alpha of .05.
RESULTS
Response Rate
Analyses include only individuals with complete
data (N=482). They did not differ significantly from
those without complete data with regard to age,
education, marital status, or gender. Those with
complete data were more likely to be white (83.3%,
χ2(1, N=521) = 6.92, p = .009) and employed (54.1%,
χ2(1, N=521) = 7.54, p = .006).
Mental Health Care
Demographic characteristics of the sample are
presented in Table 1. A total of 45.1% of partici
pants obtained mental health care in the past year.
Table 1 also presents the means and standard de
viations of the predisposing and need factors.
Predisposing and Need Factors and Mental
Health Care
Partial correlations controlling for employment
status revealed that younger participants, women,
and participants with more predisposing factors
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(negative life events, and reliance on approach and
avoidance coping) and greater need (more depres
sion and medical symptoms) were more likely to
obtain mental health care (Table 2). The average
inter -correlations of the predictors was low (r =
.193); based on this, all predictors were retained.
Associations with Mental Health Care
The logistic regression showed that more reliance
on approach coping (O.R. = 1.023, p = .013), more
depressive symptoms (O.R. = 1.087, p = .004), and
more medical symptoms (O.R. = 1.121, p = .018)
were associated with mental health services use in
the past year (Table 3). There were significant in
teractions of age by depressive symptoms (O.R. =
1.002, p = .029) and age by gender (O.R. = .921, p
< .001).
The 2 significant interactions were further ana
lyzed using the pick-a-point approach.31 This ap
proach examines how the association between a
predictor (gender or depressive symptoms) and
outcome (mental health services use) varies as a
function of the moderator (age). When age was set
to one standard deviation above the mean (67.1
years), the association of depressive symptoms
and obtaining mental health care was .18 [t(480) =
3.95, p < .001], with a 95% CI from .09 to .26 (Fig
ure 1). Depressive symptoms were not significantly
associated with obtaining mental health care when
age was set to one standard deviation below the
mean (45.7 years). Therefore, more depressive
symptoms were associated with obtaining mental
health care only among older adults; this associa

Woodhead et al

Age and Mental Health Care 1

Figure 1
Interaction of Age and Depressive Symptoms on Obtaining Mental Health Care

DISCUSSION
The current study used Andersen’s model to
examine whether predisposing and need factors
were associated with use of mental health services
among middle-aged and older adults, and whether
age interacted with these factors to affect the like
lihood of obtaining mental health care. Individu
als who relied more on the predisposing factor of
approach coping were more likely to access men
tal health care. This finding supports existing lit
erature on the health-related benefits of approach
coping. Approach coping is characterized by active
cognitive and/or behavioral steps the individual
takes to manage stressors (eg, by obtaining so
cial support). Approach coping may predispose an
individual toward getting needed help, and thus
may be associated with positive outcomes, includ
ing better mental health.16,17 Individuals with more
medical symptoms were also more likely to obtain

mental health care. A chronic, unremitting course
of depression is associated with more medical con
ditions at baseline,32 suggesting that medical con
ditions may exacerbate depressive symptoms and
lead an individual to obtain mental health care.
The finding of an association between depression
severity (a need factor) and obtaining mental health
care was qualified by a significant interaction with
age. Although older adults in their mid-60s were
more likely to obtain mental health care when they
were more depressed, this finding did not hold for
middle-aged adults in their mid-40s. In addition,
age influenced the association between gender (a
predisposing factor) and obtaining mental health
care. Specifically, middle-aged men were less like
ly to obtain mental health care than middle-aged
women were; among older adults, gender was not
associated with the likelihood of obtaining mental
health care.
These results are important for several reasons.
First, there is limited research examining the in
teraction of age with predisposing and need factors
on use of mental health services. In the current
study, the significant interactions of age with gen
der (a predisposing factor) and age with depression
(a need factor) suggest that middle-aged men and
middle-aged adults with depression may not be ob
taining needed mental health care. Compared to
women, men are less likely to seek mental health
and psychiatric services.33 This finding may be due
to less access to care, a negative attitude towards
mental health treatment,34 or difficulty identifying
and labeling emotional problems.35 These limiting
factors may be less likely among older adults; con
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tion did not hold among middle-aged adults.
A similar procedure was used to examine the in
teraction of age and gender. When age was set to
one standard deviation below the mean, the asso
ciation of gender and obtaining mental health care
was 1.29 [t(480) = 3.98, p < .001], with a 95% CI
from .65 to 1.92. When age was set to the mean
or one standard deviation above the mean, gen
der was not significantly associated with obtaining
mental health care. Therefore, it was only among
middle-aged adults that gender was associated
with obtaining mental health care, with middleaged women more likely to obtain care than mid
dle-aged men (Figure 2).
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Age and Mental Health Care 1

Figure 2
Interaction of Age and Gender on Obtaining Mental Health Care

sistent with earlier studies,1,2 there were no gender
differences in obtaining mental health care among
older adults in the current study. Possibly, older
adults have greater access to mental health care
through use of Medicare services, as compared to
middle-aged adults.36
The Andersen model posits that increased need,
as assessed by more symptoms, should increase
services use. Consistent with this expectation,
findings in the current study showed that older
adults who experienced more depressive symp
toms were more likely to obtain mental health care.
In contrast, middle-aged adults with high levels of
depressive symptoms were no more likely to obtain
mental health services than were those with low
levels of symptoms. Therefore, when middle-aged
adults experience high levels of depressive symp
toms, they seem unlikely to obtain appropriate
services. Previous research suggests that middleaged adults are more likely to obtain mental health
care than other age groups,37 but it is unknown
how other predisposing and need factors may alter
this association. Possibly, depression strengthens
the effects of counteractive factors, such as time
pressures and family and job-related stressors to
limit middle-aged adults’ use of mental health ser
vices. Therefore, interventions aimed at increasing
approach coping skills and behavior may facili
tate middle-aged adults obtaining needed mental
health care.
Among older adults, more severe depressive
symptoms may increase perceived need for mental
health services. This idea is consistent with Simn
ing et al38 who found that older adults who report
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ed high levels of psychological distress were more
likely to have discussed mental health issues with
a primary care provider and sought professional
mental health services in the past year, compared
to those reporting low levels of psychological dis
tress. Jorm et al18 also found that obtaining help
from professional sources peaked among an older
age group at moderate levels of distress. Possibly,
older adults are more likely to understand the ben
efits of getting needed mental health care due to
accumulated life experience handling stressors
and determining how and when to seek help for
mental health concerns.39
Limitations
The results of the current study should be con
sidered in light of some limitations. First, a crosssectional approach was used to examine age dif
ferences in factors associated with use of mental
health services, which precludes any conclusion
about causality. Second, all of the measures were
self-report. Other sources of data about predispos
ing and need factors and mental health care would
be helpful in corroborating participant reports. For
example, access to medical records could increase
the accuracy of future research on mental health
services use. Finally, employment status was used
as a proxy for health insurance. Health insurance
coverage is important to measure in future re
search on age differences in mental health services
use because insurance coverage is strongly asso
ciated with obtaining mental health care.40 When
examining mental health services use among older
adults, future studies should include Medicare

Woodhead et al
status since this may be associated with obtaining
more comprehensive services.36
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Conclusions and Future Directions
Results of the current study suggest that adults
who employ an approach-based coping style, and
those who report more medical symptoms, may
be more likely to obtain mental health services. A
need factor (depression severity) was associated
with obtaining mental health care in older but not
middle-aged adults, whereas a predisposing factor
(gender) was significant for middle-aged but not
older adults. This suggests that middle-aged men
and middle-aged adults with depression may not
be obtaining needed mental health care. Future
research should examine efforts to motivate mid
dle-aged adults to obtain mental health care. Such
efforts might include gender-specific interventions
to reduce barriers to mental health services use
by middle-aged men,41 or interventions to increase
approach coping, such as through seeking social
support and/or learning to process and express
emotions during stressful situations.42
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